Fig 2 Excised rectum with carcinoma in lower third

Discussion
Brain (1963) has emphasized the association of carcinoma and nonmetastatic lesions affecting the nervous system. The association was first described by Denny-Brown (1948) History: For eight years she had been suffering from severe rheumatoid arthritis and a related neuropathy. On 5.10.63 she had a small disposable enema. In one and a half hours she felt cold, began to sweat and to have abdominal pain which rapidly became severe. On examination: She was pale, sweating profusely, and had peripheral cyanosis. The abdomen was tender, rigid in the right iliac fossa, and a smooth tender mass was palpable. Radiology of the abdomen revealed marked distension of the cecum. At operation, seven hours after the onset of symptoms, the cxcum was black but the serosa had not lost its sheen. The ascending, transverse and descending colon had large dark areas, between which the bowel looked relatively normal. Examination of the mesentery revealed pulsating arteries; there was no evidence of thrombosis of artery or vein. A diagnosis of acute gangrene of the colon was made and a subtotal colectomy performed. The ileum was anastomosed to the rectosigmoid colon. Specimen: The serosal and muscular layers were intact. The mucosa of the cxcum and ascending colon was black and friable, and was flaking off the submucosa. There were similar patches elsewhere in the colon, especially in the transverse colon and splenic flexure. Cultures were taken at operation from the peritoneal surface of the colon and contents of the bowel were withdrawn by a needle. Incubation showed no aerobic or anaerobic organisms and no clostridia.
Microscopy: The muscle layers showed some atrophy. There -were pigmented macrophages in the submuQosa suggestive of prolonged use of anthracene drugs. The mucosa showed acute necyosis in the gangrenous areas. In the normal parts the lamina propria was congested with erythrocytes. No vascular lesions could be seen in the mucosa or submucosa to account for these changes. The bowel at the ends of the specimen was mildly affected, i.e. the terminal ileum and the rectosigmoid. A rectal biopsy taken thirteen days later showed congestion of the lamina propria with erythrocytes. Comment This is a case of acute necrosis of the colonic mucosa of unknown wtiology. Three similar cases have occurred at the London Hospital in the last ten years; two of them showed changes in the small vessels of the colon, and one also had rheumatoid arthritis.
Despite the negative cultures an infective cause must be considered. Killingback & Williams (1961) reported six cases which were almost identical clinically; they ascribed the condition to the invasion of the mucosa by clostridial organisms and found Gram-positive bacilli in the mucosa. Our sections stained by this method showed Gram-positive rod-shaped organisms, but their significance is doubtful. It is thought unlikely that an organism of such virulence as to cause acute necrosis of the mucosa in some parts would also cause lesions such as those seen in the terminal ileum and rectum. Subsequent sigmoidoscopy has revealed changing appearances. At first the rectum returned to normal; then an attack of diarrheea occurred and the mucosa of the rectum appeared to be inflamed; it is now normal again. If the gangrenous changes were due to a virulent organism, the ileum and rectum, also affected by the process, healed readily nevertheless.
The following cases and specimens were also shown: I have been interested in diverticulitis for some years from the surgeon's point of view. Diverticulitis is frequently met with in the West country in all degrees of severity ranging from mild colon spasm and discomfort, only diagnosable by barium enema, to acute diverticulitis with abscess formation and intestinal obstruction necessitating emergency operation. The treatment of the latter condition is laparotomy, drainage and proximal colostomy. After the inflammation has died down the problem is whether to close the colostomy and hope for the best, to leave the colostomy indefinitely or to resect the affected piece of colon and then close the colostomy. The course adopted varies with the surgeon, the patient and the condition of the sigmoid colon as demonstrated by a barium enema. If conditions are favourable the most satisfactory result is obtained by resection of the affected colon, anastomosis and finally closure of the colostomy. At a routine inspection of resected colon two or three years ago I realized that (once the pericolic inflammation had settled down) there did not seem to be anything serious the matter with the colon except thickening of the muscle coat and corrugation of the mucous membrane. There was no macroscopic evidence of ulceration or inflammation nor did the thickening of the muscle layer seem to be due to fibrosis. It was sufficient to cause a long apparent stricture
